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Health and Human 

Services _ . — . . . . ^ 

General Residential Operations 
Documentation Required at Appiication 

Use this attachment to help evaluate whether the required documentation is present with an application. 


Form 2960 Attachment A 
July2018-E 


Directions: This attachment is a guide for applicants and Residential Child Care Licensing (RCCL) staff when reviewing 
documents presented with an application for licensure. If there are any questions, email Rcclstan@hhsc.state.tx.us . 


Documentation that Must Be Submitted to Licensing to Appiyfor a License 

Document 

Form Number 

Application for a License to Operate a Residential Child Care Facility, or child-placing agency 

2960 

Floor Plan of the building and surrounding space to be used, showing the dimensions and the purpose of all 
rooms. 

NA 

Child Care Licensing Request for Background Check 

2971 

Controlling Person - Child Care Licensing 

2760 

Personal History Statement, for each applicant that is sole proprietor or partner unless you are also a 
licensed administrator. 

2982 

Proof the for-profit corporation or limited liability company is not delinquent in paying the franchise tax. For 
information on the franchise tax, see Texas Administrative Code (TAC) §745.245. 

NA 

Verification of Liability Insurance, or documentation that you are unable to obtain liability insurance and a 
copy of the written notice informing the parents that there is no insurance. See TAC §745.249 and §745.251. 

2962 

Residential Child Care License Fee Schedule (with payment sent to Austin and a copy submitted with the 
application). 

3011 


Policies, Procedures and Documentation Required by the Minimum Standards Must Be Submitted with Appiication,* as 

Applicabie 

Operation plan 

TAC §748.101 (A)-(B) 

Fiscal plan and requirements 

§748.101 (2KA)-(D): §748.161 

Floor plan and emergency evacuation/relocation plan 

§748.101 (3)-(4) 

General record requirements 

§§748.103; 748.341; 748.343; 748.345; 748.347; 

Personnel policies and procedures 

§§748.105; Subchapter E, Divisions 2, 3,4;748.1009; 748.1339; 
748.1345; 745.4151 

Conflict of interest policies 

§748.107 

Admission policies 

§§748.1203(a);748.1211 {b){2);748.1825; 748.109 

Child-care policies 

§§748.111; 748.1107(a)(1); 748.1305; 748.1481(b)(1); 748.1941(1) 

Emergency behavior intervention policies 

§§748.113; 748.1823; 748.2451; 748.2751(a)(1); 748.2753(a)(1); 
748.2755(a)(1) 


RECEIVED JUt2 Z 2019 
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Policies, Procedures and Documentation Required by the Minimum Standards Must Be Submitted with Application,* as 

Applicable 

Discipline policies 

§748.115 

Transitional living program policies 

§748.117 

Volunteer policies 

§748.119 

Abuse neglect policies 

§748.121 

Vaccine preventable diseases poiicy 

§748.123 

Tobacco use policies 

§748.1661 

Recreationai pian, inciuding weapons/firearms, etc. 

§§748.3931(3); 748.3701(b) 

•Subchapters B-R - (§§748.41-748.4111) are appiicabie for all GRO and RTCs; 

•Subchapter S - (§§748.4201-748.4269) is applicable if the operation offers emergency care services; 

•Subchapter T - (§§748.4301 -748.4397) is applicable if the operation offers an assessments services program; 

•Subchapter U - (§§748.4401-748.4473) is applicable if the operation offers therapeutic camp services; and 
•Subchapter V - (§§748.4501-748-4767) is applicable if the operation offers trafficking victim services. 
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TEXAS 

K«ihh and Human 
ShvIcm 


Application for a License to Operate a Residential Child Care Facility 


Use this form to apply for a Ifcense to operate a rasfdeiritial child care facility, including a childiilacing agency. 


Directions: After compleiing this form, mail it and ary olher materials requested to your nearest Licensing office. For information 
on local Licensing offices, see: 



Type of Governing Body: 

O Sole Proprietorship Q Assodalion @ Corporation Q Monprofit Association Q Monprofit Corporation Q Partnership 
O Limited Partnership O Limited Liability Partnership Q Political Subdivision Q Limited Liability Company 
O State Operated Q Monprofit Corporation with Religious Affiliation Q Nonprofit Association with Religious Affiliation 


1 

^ait II - Applicant information 

Section 1 — Complete this section if your type of governing body is a Sole proprietorship or Partnership [General, Limited 
Partnership, or Limited Liability Partnership. 

If you have more than two partners, attach the infoimation requested here for each. 

Name of Entity (Required for a Limited Parlnerehip or Limited Liability Partnership,) 

Marne of Sole Proprietor or Partner 

Area Code and Phone No, 

Street Address or P.O. Box 

Apartment No. 

City 

County 

State 

ZIP Code 

Name of Second Partner 

Area Code and Phone No. 

street Address or P.O. Box 

Apartment No, 

City 

County 

State 

ZIP Code 


|—I Check here if you are {or a partner is) a military member, military spouse* milttary veteran or veteran spouse. This applies 
* only if your governing body i$ a sole proprietorship or partnership. 

Section 2 


Complete this section if your type of governing body is an association, corporation^ nonprofit association, nonprofit corporation, 
political subdivision, nonprofit corporation with religious affiliation, nonprofit association with religious afftliatlon* limite d liability-^ 
company, or state operated, _J ^ 'j j joiS 


Name of Organization or Governing Body 
Comprehensive Health Services, LLC 

Area Code and Phone No. 

(321)868-3500 


C c iUJJ 

Street Address or P.O, Box Apartment No. City 

8600 Astronaut Blvd. Cape Caneveral 

County 

Brevard 

^ Slate 
Florida 

ZIP Code 

32920 


Part III - Child Population 


HBoys BGirls Age Range: 0 To: 17 Expected Number of Children: 64 Dr:PEii/rn 

RECEIVED JUL 2 2 ?Dl9 
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Part IV - Operation Type and Services 

Operation Type 
(Select one type of operation.) 

Programmatic Services 
(Select all that apply for your type of 
operation.) 

Treatment Services 
(Select all that apply for your type of 
operation.) 

^ General Residential Operation operating 
^ as a Residential Treatment Center 

r~1 Child Care Services 

r~] Emergency Care Services 
[~~) Respite Child Care Services 

0 Transitional Living Program 
□ Assessment Services 
r~| Therapeutic Camp Services 

□ Emotional Disorders 

Q Intellectual Disability 
r~| Autism Spectrum Disorder 
r~| Primary Medical Needs 

^ General Residential Operation offering 
^ Emergency Care Services only 

r~| Child Care Services 

(~| Emergency Care Services 
r~l Respite Child Care Services 

r~| Transitional Living Program 

[~1 Assessment Services 

(Select one of the following b-eabnent 
services only if your Emergency Care 
Services program is limited to a specific 
target population.) 

n Emotional Disorders 

r~| Intellectual Disability 

r~| Autism Spectmm Disorder 

r~| Primary Medical Needs 

^ General Residential Operation offering 
^ Child Care Services only 

Child Care Services 

[~~| Transitional Living Program 

(Treatment services are not permitted for 
operations that provide Child Care 

Services only.) 

General Residential Operation offering 
multiple services 

r~1 Child Care Services 

r~l Emergency Care Services 

Q Respite Child Care Services 

Q Transitional Living Program 

r~| Assessment Services 

[~~| Therapeutic Camp Services 

Q Emotional Disorders 

[~~| Intellectual Disability 

i~~| Autism Spectrum Disorder 

n Primary Medical Needs 

O Child-Placing Agency 

r~l Foster Care 

Q Adoption 

Q Child Care Services 

r~| Transitional Living Program 

r~| Assessment Services 

Q Respite Child Care Services 

r~| Emotional Disorders 

Q Intellectual Disability 

Q Autism Spectrum Disorder 

r~l Primary Medical Needs 
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Part V - Permit History 

Do you (the applicant) have either a permit to provide any other type of child care or child-placing services, or a pending 
application to provide such services? _ 

®Yes Ilf yes, specify the name of the operation and type of permit: GRO-Norma Linda Shelter,San Benito Shelter 


Have you (the applicant) ever been denied a permit to provide child care or child-placing services?. OYes l§)No 


If yes, provide the date of denial:. Type of operation denied: 


Operation's address (Street, City, State, and ZIP Code) County 


What was the reason for the denial? 


Have you (the applicant) ever had a permit for child care or child-placing services revoked?. O Yes ® No 


If yes, provide the date of revocation: Type of operation revoked: 


Operation's address (Street, City, State, and ZIP Code) County 


If the revocation occurred in another state, list the name and address of the regulatory body that issued the revocation. 

What is the reason for the revocation? 

Have you (the applicant) ever been prohibited or barred from operating any other type of child care operation? QYes ®No 
If yes, provide the date of the prohibition or bar: Type of operation barred: 

Operation's address (Street, City, State, and ZIP Code): County: 

If the bar occurred in another state, list the name and address of the regulatory body that issued the bar: 

What was the reason for the prohibition or bar? 

Have you (the applicant) ever been a controlling person at an operation?. QYes {§)No 

If yes, provide the dates: Was the operation's permit revoked? QYes QNo 

If so, provide the date of revocation........ . 

Name of the Operation 

Operation's address (Street, City, State, and ZIP Code) County 


Part VI - Additional Information for Publication on the Child Care Licensing (CCL) Website 

Web Address http:// www.chsmedical.com 

Email Address RECEIVED JUjL2 2 2019 

krigdon@chsmedical.com or maguilar02@chsmedical.com 

Name of Administrator or Executive Director:. Melissa Aguilar, Administrator 

Behavior Interventions: (Check all that apply): 

EH Seclusion ^ Personal Restraints EH Mechanical Restraints EH Emergency Medication 
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Part VI - Additional Information for PuUication on the Child Care Llcerulng (CCL) Website 

Devices: (Check all that apply): Q Protective Devices Q Supportive Devices 

Special Services Provided; (Check aH that apply): 

□ Yourrg Adult Care □ Interstate Compact on the Placement of Children (for children from another state) 

Q Intematbnal Adoptions Q Physically Challenged (provides accommodations for children with physical disabilities) 
Q Human Trafficking Services 

Part VB - For Chlld-Placing Agencies 


Attach a complete fist of your offices and agency homes, and indicate which of your offices regulates each home. 


Part Vni - Designating a Governing Body 

Name of Chief Executive Officer or Head of the Governing Body: 

Keith Rigdon 

Area Code and Phone No.: 
(321)868-8500 

Mailing Address: 

8600 Astronaut Blvd. 

City: 

Cape Canaveral 

County: 

Brevard 

State: 

Florida 

ZIP Code; 
32920 

Name of Designated Governing Body; 

Melissa Aguilar 

Area Code and Phone No.: 
(956) 233-0812 

Mailing Address; 

31201 State Highway 100 

City: 

Los Fresnos 

County: 

Cameron 

State: 

Texas 

ZIP Code; 

78566 


I hereby designate the person stated above as the offictal representative (designee) to speak for and act on our organization’s 
behalf. 


• I understand that, as the permit holder, the governing body is ultimately responsible for maintaining compliance with the 
minimum standards and other child care licensing law. 

• I urtderstand that all waivers and variances must be requested and signed by me or by the designee. 

• I understand that the governing body must notify Licensing anytime there is a change in the governing body's designee. 

• I understand that Licensing provides the governing body and all controlling persons in the operation with documents showing 
the operation's compliarwe or deficiencies and any remedial actions that Licensing takes against the operation. 


Authorized Signature 

Signature of the Chief Executive Officer or Head of the Governing Body or Each Partner 

Signer's Title: 

Vice President. HIS 

Date Signed 

i/iihoi* 


Part DC - Certification and Signature 


I certi^ that the information provided here contains no willful misrepresenlation or falsification and that it is true and complete to 
the best of my knowledge and belief I understand that any wiitful misrepresentation Is cause for immediate dental of the 
application or later dental or revocation of the Ncense. The documentation to complete this application is attached (see the 
checklist provided below) I understand that this application wiO be returned if the attached documentation Is incomplete or does 
not conform to applicable laws, tf a license is granted, there will be no racial discrimination in the admission or care of children. 



Date Signed 


RECEIVED .II/4-? ? 
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Part IX - Certification and Signature 


Floor plan of the building and surrounding space to be used 
(with indoor dimensions and the purpose of all rooms 
provided), i, if applicable, specify where the children and 
caregivers will sleep. 


[71 Certificate of Good Standing or Formation (if applicable) 


[71 Verification of Fee Payment (if applicable) 

r~1 Form 2982, Personal History Statement (as needed) 


Proof of liability insurance (or documentation that you are 
[71 unable to obtain liability insurance) and a copy of the notice 
to parents about whether you have liability insurance. 

Policies, procedures, and documentation, as required by 
either Child-Placing Agency Documentation Required at 
Application or General Residential Operations 
Documentation Required at Application Checklist (if 
applicable) 

[71 Request for Background Check(s) 

[71 Form 2760, Controlling Person - Child Care Licensing 


Driving directions to the operation: Please provide clear and concise directions for driving to your operation from the nearest 
Licensing office. 


RECEIVED JUIlL-2 2 2C' 


Privacy Statement 

HHSC values your privacy. For more information, read the privacy policy online at: htips://hhs.texas.qov/potlctes-pra ctrc&fi- 
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Scffta 


January 201 


Child Care Licensing Request for Background Check 

Use ItMS tonn to bBckQround cftecJts required by Texas Adninislfatfve Code (TAC) § 745 , ^05 You can also submit 

baCkdroufMl check requests Ihrough HHSC's Child Care Provider website. 


See tn# chart beiow for jnstrucUons based on operation type for submitting background check requests. 


UPQ Wl % hHUW fSf* u 

TTien, 

Your opefatioft ts a licensed child care center, 
schoof^age program, before- or efter-scbool 
prograni* teensed chikJ cafe home, registered 
horne or residential care provider* 

your operation must subinit background check requests vis HHSC s, CDilu 

Cart. Hrovvder page 

Your operation t$ a tisted tami^ home* employer^ 
based chAd care operation or better operation. 

your operation may submit bacKpround checit requests via HHSC s Child care 
provider page* email the foiTn to psc Ubacko rou ndch9Ck^@dfP^t slete^tesUSi 
fax the background check form to 51Z-339-5B71* or mail the background check 
fonn to: HHSC* Centralized Background Check UnK. P.O* Box 149030, Mail 
Code 121-7. Austin. TX 78714-9030. 


Ovectiorts. Conv^te the foltowing infomiation for each person required to have a background check Download additional forms 
horn the HHS fbons website htte5.//hhs,teKflfi.flgvaflWSdagu[atw 


Gpeiiiioii Infoniiatlon 


Opmhon Name 

CHS Staifoid House Shelter 


Operation No 


Oporabon Area Code and Tetephone No. 


Operaton Address (Streoi City, Slate, ZIP Code) 



Operalkyi Walmo Address (Street City* State, 23H Code) 


County 



^MOcetlM S^gnalum 

I imofiftfi fhv tgwjrtiirina the oerson's Social Security cardi or driver license} that the infbimaUon on this form contains no witlfiii 

•«*» to too be*t 01 a,y Kr^lodge. 1 undersfand tt,al HHSC ma, 

Btanyliiiw seekproofofanyJnfdrmationajrteioed l«fe. I undoretardlhatany w(IIMmlsreprosetrtaUon or 

Mm to provide WerrtBy^ig inftvmatlon within the stated time limit Is a cauw lor denia) of the applicafion or revocation of my 
feoense. regiAiBtion* Of kstng. 

- 7 /nl'ton 

fciaiTw of Dimetof. OffWf QT Opeietof 



r or Operator 


Dele Signed 


RECEIVED Jut 2 2 ?DI9 







Fomi2971 
Page 2 /01-201&-E 


IndIvJduars Identifying Infcimiatioti 


□ Initial Q Renewal 

□ Fingaiprint Check Required 

|~n FBI Results in DPS Clearinghouse 

First Naine 

Middle Name 

Last Name 

Claudia 

Janet 

Rivera 

List any other names the individual uses or has used in the past. Including married and maiden names, below. If you do not 
provide every name that the individual has used* you may receiive inaccurate results. 

Other First Names 

Other Middle Names 

Other Last Names 

Claudia 

Janet 

Gonzalez 


I 


Addmss [Street, City, State, ZIP Code) 



County 

Cameron 


Area Code and Te tephone No. Date of Birth 



Gender: 

O^^al® @ Female 


List any other city in Texas where the person has been a resident and any addresses* including county, where the person has lived outside of 
Texas in the previous five years. 


Ethnicity (must accompany race): 

®Hi$panic 

ONon-HispanIc 


Race 


OAslan O Black ®White 
O American Indian/Alaskan Native 



Photo ID Type: 

Driver License: 

Stele 

PI Canadian SIN: 

n stale ID: 


™ n MUitary ID: 

1 1 Passport: 


1 1 Permanent Resident Card: 


Contact Information Is required to schedule a fingerprint appointment. You must select one of the following choices and pnovide 
either an email address or phone number for the Individual. Preferred method of contact for scheduling fingerprint appointment: 


(§) Email CRivera&4@chsmedical,com 


O Area Coda and Telephone No. 


Please enter the person's email address. Do NOT enter the operation’s email address. Providing an email address will allow 
notifications requiring action from this person to be received quickly. 


Role at Operation: 

O Adoptive Parent Q Contracted Service Provider Q Director Q Foster Parent O Fosler/Adoptive Parent 

O Household Member O Fmqbsnl/Regular Visitor ® Licensed Admiristrator O Owner/Permlt Holder 

O Slaff/Employee O Unveiified Respils Provider Q Volunteer _ 


Job Dulies/TItle: 

Program Director- Licensed Child Care Administrator: 

Responsible and accountable for the daily operations and activities* which include adminislration* financial reports development, 
data collection and ensunng/monitorlng contract performance in accordance with ORR policies and procedures, Caoperatfve 
Agreement, licensing minimum standards, and all other applicable state and federal law, rules, and guidelines. 


For foster/adoptive homes only: Relationship between child/children to be placed and the foster/adoptive parent(s) or prospective 
foster/adoptive parent(s): 

Q Relative Q Fictive Kin Q Unrelated 


Will this person be supervised by a caregiver who is counted In the child-caregiver ratio?......O^es ® No 


(The supervising caregiver should be an employee of your operation or a caregiver in a foster and/or adoptive home who is 
otherwise able to have unsupervised access to children in your care, and who is not restricted from supervising others,) 


What a9e(s) of children will this person be caring for? 

@0-17 months Q 1 a months - 2 years Q 3 years - 4 years Q ^ ^ ^ O V®®^ ” V^ars 

(3 Over 17 years Q N/A 
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TEXAS 

Ht^MdHumin 

Senrte 


Fonn nn 
J«nuiry 3010-E 


Child Care Licensing Request for Background Check 

Uw ttws tofm to request bedcground checks required by Texas Adminiatralive Code (TAC) §7^5-505^ You can also submit 
background check requests through HHSC's Child Care-Riayidef website 


See the chart bekiw for visbucHons based on operation type for submitting background check requests 



Your operabon is a licensed child care center, 
schooi-age pcogrem, before^ or aner<school 
program, licensed child care home* registered 
home or residential care provider* 


Yoir operatiori is a listed family home* employer- 
based child care operation or shelter opefation* 


your operation must submit background check requests via HHSC's* 
Cwe toyidffr page. 


your operation may submit background chedc requests via HHSC's Child Care 
Provider pagOp email the fonn to CBCUbac k groundchecksflidfgS ^ &tete > tK . i!S , 
tax the backgiDund check form to 512*339-5871* or mail the background check 
Ibmi to: HHSC* Centralized Background Check Unit. P*0. Sox 149030* Mail 
Code 121-7, Austin* TX 78714-9030. 


Directions: Complete the following uiformation for each person required to have a background check Download additional forms 
fivn the HNS forms website tltU>5:/fhhs 


Operebofl Kvna 

CHS Stanford Hquse Shatter 



Oporation Address (Street City* State. ZIP Code} 



Operebon Mailng AdMss (Street City* State. ZiP Code) 



I vortfled (by revfawtng the person's Sodat Secuhly card or driver license) that the infbrmatioii on this form contains no wiltful 
fnimpreser^tadon* and that the information gtven is true and complete to the best of my knowledge. I understand that HHSC may 
oontsct others and, at any time, seek proof of any information contained here. I understand that any wiltful misrepresentation or 

falure 10 provicte kJentHVing inftmnatkm within the stated tirnelimft Is a cause for denial of the application or revoiMtk^ 

Kcanse, regislration* or Isling 


Keith Rigdon 

PrtetedHwno of Diraciof . Owner or OperatoT 


Signature of or Operator 


111! iTon 

Date Stgrted 


RECEIVED ilfli-v ? ?!JT 9 
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IndMduars Identifying Information 

Q Initial □ Renewal Q Fingerprint Check Required Q FBI Results in DPS Clearinghouse 


First Name 

Francisco 

Middle Name 

Fabian 

Last Name 

Delgado 

List any other names the irvJividual uses or has used in the past, including married and maiden names, below. If you do not 
provide every name that the Individual has used, you may receive inaccurate results. 

other First Names 

Other Middle Names 

Other Last Names 

Address (Street, City, Slate, 3P Code) 

_ 

■ 

County Aiea Code and Telephone No. Date of Birth Gender; 

Cameron OFemale 

List any other city in Texas wheie the person has been a resident and any addresses, including county, where the person has lived outside of 
Texas in the previous five years. 

Ethnicity (must accompany race); 

(g) Hispanic 

ONon-Hispanic 

Race 

OAslan ®White Hawaiian/Pacific Islander 

OAmerican Indian/Alaskan Native 


Photo ID Type: 

(71 Driver License: N^ 

Stat^^^^^|| 1 Canadian SIN; 


n state ID: 

n Military ID: 

1 1 Passport; Q Permanent Resident Card: 


Contact Information ts required to schedule a fingerprint appointment. You must select one of the following choices and provide 
either an email address or phone number for the individual. Preferred method of contact for scheduling fingerprint appointment: 


@ Email fdelgad0@chs medical .com _ O Area Code arKl Telephone No._ 

Please enter the person's email address. Do NOT enter the operation's email address. Providing an email address will allow 
notifications requiring action from this person to be received quickly. 

Role at Operation; 

O Adoptive Parent Q Cortracted Service Provider Q Director Q Foster Parent Q Foster/Adoptive Parent 

O Household Member Q Frequenl/Regular Visitor Q Licensed Administrator O OwneryPenntt Holder 

(§) Staff/Employee Q Unverified Respite Provider O Volunteer 

Job Duties/Tille: 

Assistant Program Director: • 

Assists the Program Director in the management of the overall operation of the program in accordance with ORR policies and 
procedures. Cooperative Agreement, licensing minimum standards, and all other applicable state and federal law^ rules, and 

guidelines. _ 

For foster/adoptive homes only: Relationship between child/chOdren to be placed and the foster/adopttve parents) or prospective 
foster/adoptive parentfs): 

O Relative Q FictiveKin O U^^related 

Will this person be supervised by a caregiver who is counted in the child-caregiver ratio?.... QYbs (g)No 

(The supervising caregiver should be an employee of your operation or a caregiver in a foster and/or adoptive home who is 
otherwise able to have unsupervised access to children in your care, and who is not restricted from supervising others.) 

What age(s) of children vdll this person be caring for? 

® 0 -17 months Q 1ft months - 2 years Q 3 years - 4 years Q 5 years-13 years Q 14 years -17 years 
Q Over 17 years Q WA 

_ M\ 9 ? M — 
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Controlling Person - Child Care Licensing 


Directions Complete tlie required fnforrtiation for each controlling person with your operation^ Thrs indiides all peppFe irt the 
operation, as slated under Tctle 40 Texas Administrative Code §745.901 lor the definition of controfling person. Note The ailes 
may transfer to Title 26 at a later date. 


Operation No 


Area Code and Telephone No. 




Operation Infonnation 


Opera bon Narne 

CHS Stanford House Shelter 


Addrass of Operation (Street City, Slate and ZIP Code! 


Ackmwladgtneiit and Signature 


The information on this form contains no willful mlsrepfesentation. Ttie inrormation given is true and complete to the best of my 
knowledge. I understand (hat any willful misrepresentation or failure to provide identifying information within the required time 
frames is a cause tor remedial action regarding my application or pemit 



Signahp of Applicant, De^nee, or Head of the Governing 8ody 


Af^icant 



Date 


First N»ne; 

Claudia 

Middle Mama: I 

Janet 

Last Name: 

Rivera 

Suffix ' 

Olhef names used (married, maiden, etc J 




First Name; 

Middle Name: 

Last Name 

Suffix 

Claudia 

Janet 

Gonzalez 



Date of Birth: 


Driver Lioerue No.: 




Driver Liceme State 
Texas 



Indfvidusd'fi Address {Street Dty, State and ZIP Code}; 
2764 Picasso Ln, Brownsville, Texas 78520 


Tide, Position or Relationsh^: 

{71 Licensed Administrator Q (3oveming Body Member Q Pnmary Caregiver in Child Care Home 

|7] Oiredor Q Chief Executive Officer Q Spouse of Primary Caregiver 

Q Board Member Q Owner Q Adult Living in Chiki Care Mama 

Q Other 


Eftedfve Date of 1^. Posilion or Relationship: 


Area Code and Tefephone No.: 



If person is assodated with a child placing agency, indicate if the person is associated with the main or branch office: 
O M^in O Branch If branch, what number 


RECEIVED JUMZ 


HH8C Use Only 


Name of Ijoensing Staff {^ompteting Adverse Action Record Shanng (AARS) System Check: 

Mail Code 

^Oaivt^RMelMd; 

Date AARS Check Completed: 

AARS Status: Q Cleared 
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Applicant Information 


First Name: 

Middle Name: 

Last Name: 

Suffix: 

Francisco 

Fabian 

Delgado 


Other names used (married, maiden, etc.) 

First Name: 

Middle Name: 

Last Name: 

Suffix: 

^^ 


Date of Birth: I 

Oliver LIcefise No.; 

Driver License State: 

Social Security No,: 


Individual's Address (Street. Ctty, State and ZIP Cods): 




Title, Positioner Relationship: 

I I Licensed Administrator Q Governing Body Member 
|~~) Director Q Chief Execytive Officer 

[~] Board Member Q Owner 

pi Other: Assistant Program Director 


Effective Date of Title ^ Position or Relationship: 


Area Code and Telephone Noj 



□ Primary Caregiver in Child Care Home 
r~| Spouse of Primary Caregiver 
rn Adult Living in Child Care Home 


If person is associated with a child placing agency, Indicale if the person is associated with the main or branch office: 
O Main Q Branch If branch, what number: 


Applicant Information 


Rrst Name: 
htelissa 


Other names used (married, maiden, etc.) 


First Name: 
Melissa 


Date of Birth: 


Middle Name: 
Denioe 


Middle Name: 
Dentce 


Driver License No,: 


Last Name: 
Aguilar 


Last Name: 
DeLeon 


Driver License State: 


Suffix: 


Sufix: 


Social Security No,: 


Individuare Address {Street, City, Slate and ZIP Code): 


Area Code and Telephone No.: 




TIHe, Position or Relationship: 

I I Licensed Administrator [3 Governing Body Member Q Primary Caregiver in Child Care Home 

Q Director □ Chief Executive Officer Q Spouse of Primary Caregiver 

I I Board Member Q Owner Adult Livirig In Child Care Home 

[71 other RGV Program Coordinator 


Effective Date of TWe, Position or Relationship: 
06/10/2D18 


If person is associated with a child placing agency, indicate if the person is associated with the main or branch office: 
O Main O Branch If branch, what number: 



RECEIVED .illli-? 2 M19 











































Applicant Information 


Fgrm 2TBII 
Pages /05-201B-E 


First Name: 

Middle Name: 

Last Name: 

Suf^x; 

Keith 

Allen 

Rigdon 


Other frames used (maniedp maiden, etc.) 

First Name: 

Middle Name: 

Last Name: 

SuffK: 

Date of Birth: I Drive r Lice n se No.: 

Driver License State: 1 Sodal Sacuiitv h 

lo.;_ 


Individuars Address (Street. City, State and ZIP Code): 

JMo.: 


Title, Position or Relationship: 

0 Licensed Administrator 0 Governing Body Member 0 Primary Caregiver in Ch 

0 Director 0 Chief Executive Officer 0 Spouse of Primary Care 

0 Board Member 0 Owner 0 Adult Living in Child Cai 

0 Otbe r: Vice-Pres ident, Hu ma nitaria n & Immig ration Servi ces 

irld Care Home 

sgiver 

■e Home 

Effective Date of Title, Position or Relationship: 

06/10/2D16 

If person is associated with a child placing agency, indicate if the person is associated with the main or branch office: 

0 Main Q Branch If branch, what number: 


RECEIVED 2 MIS 


















TEXAS 

HeilthAndHiiiiun 

5«rvte 


Form dais 
June 20ia'E 


Residential Child Care Licensing Governing Body/Administrator or Executive Director Designation 

Use this forin to designate an offciat representaiive (designee) to speak and act on your organization's behati Also use this form 
to designate an administrator or executive director. 

Directions To complete this form, fill out Section A to name a designee and/or Section B to designate an administrator or 
executive director. The Certification and Signature section must be completed to verify infoiTnatjon In Section A and/or Section B. 
For more information, contact your Licensing representative 


Operation Name 

CHS Stanford House Shelter 


Section A - Official Representative (Designee) 


Operation Number 


Governing Body or Organization Name 
Comprehensive Health Services. LLC 


Name of Chief Executive Officer (CEO) or Head of Governing Body. 
Keith Rigdon 


Send routine conespondence to the CEO or Head of Governing Body? --- 


Name of Designee of Governing Body 
Melissa Aguilar 


Operation Street Address* 



Governing Body oi* Organization's Street Address^ 
8600 Astronaut Blvd 


CEO or Head of Governing Body's Street Address' 
BGOO Astronaut Blvd 


Designee Street Address: 



City: 

Los Fresnos 

County 

Cameron 

City; 

Cape Canaveral 

County: 

Brevard 


City: 

Cape Canaveral 

County 

Brevard 


City: 

Los Fresnos 

County: 

Cameron 


Telephone Number 
(956) 233-0B12 


Telephone Number 
(321) 666-6500 


Telephone Number 
(321) B66-8500 


Yes O 


Telephone Number 
(956) 233^812 


ZIP Code: 



ZlPCode* 

32920-4306 


ZJPCode: 

32920-4306 


ZIP Code: 



Section B —^Administrator or Executive Director 


Name of Adm inlstrator or Executive Director Melissa Ag uitart AdminI Stralor 


Certification and Signature 


By completing Section A of this form. 1 hereby designate the person rwJled as tbs official representative (des'igree) to speak for 
and act on our organization's behalf. I understand that all correspondence and copies of compliance documents will be sent to 
the designee. I undeialand that as the permit holder, the governing body is ultimately responsible for mainlaining compliance with 
the child care licensing taw and minimum standards. I understand that ail waivers and variances must be requested and signed 
by me or by the designee. I understand that any time there is a change in the designee of an operation, the governing body is 
responsible for notifying Licensing. I understand that Licensing will notify the governing body and all controlling persons of 
compliance documents and remedial action against the operation. By completing Section B of this form, I hereby desigrale the 
person noted as the administrator or executive director of my operation.___ 


Signature Of Chief Executfva Officer, Head of the Governing Body, Each Partner, or Designee Date Signed 



RECBVtU JULfi 2 21)19 





























i 


i" 


11 





133434s 7B0711 


V*. 9 .0 (r«.<mw) Texas Franchise Tax Report - Page 1 

■Tcode 13250 ANNUAL 

■Taxpayer number ■Report year 

15210446280 _2i)18 

Taxpayer name 

_CQMPREH ENSIVE HEALTH .qE RVTmg.c! inc. 

_Mailino addfeaa 8810 ASTRONAUT BLVD. 

I I Country 

SA 


' Report year 
2018 


Due date 


05/15/2018 


CAPE CAMAVgRXT. 


Q^eck box If thb la a combined report 


Check box (f Total Revenue le adjusted tor 
nered Partnorahlp Election, see InatructJona 


ZIP code ptua 4 

32920 


Secretary of SUte file nurnta# 
or Comptroller file number 

15210446280 

Chock box If the ^ " 


^ hls er^tlty a corporation, limited liablUty company, pcofes^onal sssr^ l atlon, limited oartnexsh.n.. 

If not twelvB months, sbo instructions for annualizGd ravanua 
Accounting year m m d d y y Accounting year m m d d y y 

■- Ql_ 1 0 1 1 7 enddai. « 1 2 3 3 1 7 

REVENUE (Whole dollars only) 

1. Gross receipts or sales ^ ■ 

2, Dividends 'm 


3. Interest 

4. Rents (can be negative emounf; 

5. Royalties 

6. Qains/iosses (can be negative amount; 

7. Other Income fcan be negative amount) 

8. Total gross revenue (Add items 1 thm 7) 

9. Exclusions from gross revenue (see instructions) 
ID. TOTAL REVENUE (item 8 minus item 9 if 

■ ___ loss than zero, sniar o) 


COST OF GOODS SOLD ^IVhofe dollars only) 

11. Cost of goods sold 

12. Indirect or administrative overhead costs 


fLim//ed/o4%; 


13. Other (see instnjcthns) 


SIC code 


NAICS code 





































133434S 700712 


TX201B 05~15a>B 

Vw 9,0 (Rev10/5) 

■Tcode 13251 ANNUAL 
■ Taxpayer number 

15210446280 _ 


Texas Franchise Tax Report - Page 2 ■ 

■ Report year Due date Taxpayer name 

2018_ 05/15/2018 comprehenbivb hea lth services ihc. 


MARGIN (Whole dollars only) 

19, 70% revenue ffem TO X.7Cy 19,' 

20, Revenue less COGS fttem TO - item 14} 20. • 

21. Revenue less compensation (item 10 - item Id) 21. ■ 

22. Revenue less $1 million (item 10 - $T,000,000) 22.' 


23. MARGIN feee instructions) 


23. ■ 


APPORTIONMENT FACTOR 

94. Growls rpnelpts In Texas (Whole dollars only) 


24.' 


25. Gross receipts everywhere (Whole dollars only) 25, ■ 

26. APPORTIONMENT FACTOR (Divide item 24 bv item 25. round to 4 decimal places) 
TAXABLE MARGIN (Whole dollars orily) 

27. Apportioned margin (Multiply item 23 by Item 26) 27. ■ 


28. Allowable deductions (see instructioris) 


29. TAXABLE MARGIN fttem 27 minus Hern 2B) 


28. ■ 
29 -■ 


TAX DUE 

30. Tax rate (see instructions for determining the appropriate tax rate) 


XXX 


31. Tax due fMult Ptv ll«m 25 bv tax rata tn itgm 30 ) (pollys and C9n\9\ 




TAX ADJUSTMENTS (Dollars and cents) (Do not include prhr payments) 
32. Tax credits (item 23 from Form OS-160 ) 32. ■ 


33. Tax due before discount (item 31 minus item 32) 


34. Discount <M. Irirtructlon.. aDpllCTbl.1o rwofi v.ot 2008 and iOOfll _ 


33.' 


TOTAL TAX DUE (Dollars and cents) 

35. TOTAL TAX DUE (item 33 minus Item 34} 


35. ■ 



Do not include payment If Item 35 li less than $1,000 or If annualized total revenue is less than the no tax due threshold (see tnstructtons). If the entity 


Print cr typ« non. 

JAMES VAN DUSEN 

Aroa coda and phone number 

(321) 783-2720 

) Cflctw that th 9 IfitbrmaUon in this doeumttnt and any attachmftntft Is Ihm and corroci to tho best of my knowledgo and bolJof. 

. ^_ 

Mail original to: 

Texas Comptroller of Public Accounts 

P.O. Box 14934B 

Austin, TX 78714-9348 


Ltd 


Date ^ 

[Hi 

go\& 





















































TX OS-102 (Section A Continuation) 


Nunp 


rAMBS D. YAK 




NSn\9 


OSEPH J. MM GMOGHA 


Nuns 


•QRRILL M. HALL JR 


Mtulna tddrw 


Male lid fed:^edi 


COMPRBHEaTSIVE HEALTH SERVICES. IMG. 15210AAC2afl 


;F0/TREASURER 


iivNAPLES 


Prptf tCt 

D VI 


Tam ftapir^lpn 



OjrjclOff 

D YI 


R VICE PRES. 


ci,COCOA BEACH 




Director 

□ vi 


SR VICE PRES 


otJ^LBQURNE 



Direc ior 

□ v, 


5R VICE PRES 


wAIDIE 



Dlfic tor 
!X} YES 


IRECTOR 


&I.WIMTER PARK 


Uta FL 


Twn Ixplralori 


Stale VA 


T*tA aatpkallcii 


SlJiti PL 


CHIEF MED OPICR 


•bJ^LBOURllE 


OHretf llOl' 
□ Yi 


IRECTOR 


cflyCOCOA BEACH 


State FL 



ECRETARY 


oiyRESTON 


etsie VA 


Tami 



32922 



ZIP c«>.32940 


TIP cc^01O5 


ap code327fl9 



Z»Ccde32940 



ZIP coda 3 2 931 



2iP Cad.20191 



Dirodor 

Term eiipretlon 

CJ ves 




Taunt 04 -oi-t 7 


RECEIVED jUt-2 E ?(H} 






































Bum 


DIRECTOR 


Slat* 


133434s 760701 


TK23ia 

w. 9,0 


01-lK 


Tcade 


'Taxpayer numbar 


15210446280 


Texas Franchise Tax Public Information Report 

To bo TttBd by CofporBtioos, Lknked UabMy Companms (LLC), Umitod Partnerships (LP), 
Piufessionat Associations (P^ and Fmancht institutions 

13195 

■ Report year You havo ctr 


2018 


COtfPREHEUSIVE 


VICES IMC 


You liavB ctfiiBbt rfyhtfl undv ciwpipf 9B£ end aw, 
OoMwnmcffl codflL to wvfftw, raqu«t ind cemcl irlvniiifiM 
we hew Qt^ lile iiboul juu. OonlACt l» il i-eOO-faZ'iaei. 


CtMdt bDK If the mai'ino aadre» hoadis- 


Secfetiry pi Stel e (SOS}file n umber 9 
Cotnplfollff File number 


Mkiiiina oddrsH 


BTROK 


32920 


in'4t'£t‘tY4 




liona B And C 


; If ne liTwmAiPdfn 


BSIO AeTRPKAlJT BLVD. CAPE CAHAVEHAL _F 


Sa'fU tU- 




You ntustreporl oHiCtiff dtteclor, member, oeneral partner and manager cd^ele this report 

Thlsfeport miist ba signed to sstisfy franchise tax requirements* 

SECTfOMA Name, title and maiCnn address of each officer, directof, member, oaneral partner or marager 


Mare 


Durac tPf ! 

YES Twm 


GARY G* PALMER 


Name 


JUDY C* HALL 


MdHre Idem 


Mama 


JAMES MONCRIEF 


MeillrO Md/tMt_ 


PRESIDENT 


COCO\ VltiliAQB 


City COCOA BEACH 


DIRECTOR 


exptraWM 


□fractor 


1531D44^3ePie 


Zip Code 32922 


SI Y€S Tenn 

Bxpintlon 


Director 


apC&ei 32931 


SI YES Temi 

iiplmtipn 


ATHENS 


ZIP Code 

30€OS 



SECT10 N C Enter inf Dr m ation tor each corporalion. LLC* tP> PA or financial insliltilloa If arvy* that owns an Interasl o110 percent or more in this enti 


riarr • ot owned (perenlj cVTHwallon, LLC, LP, PA Of nAOndll CnolltUllon 


5l|li of ^imiftlon 




HEALT 


iH] w.flu i£L4vi m 


Text! 60S fUi nomtor, IT nny 
63311^ 


PetnmiiB* of owreribifi 

_100-QG 


ReclsMrad jovnt kio postered amoa ouirenlty en fire (m 

ent:THE c t corforatioh system 


Grice: 35 


Inilnrctloes If you need 1o mahe^snooe) 


Vqu rriLwt nuA* M fJing wItS lh« SKrftiirY ol State 1 o charpa tiojieleied 
■genl, re[^ri«Bd odloe ot turtner hlbniHlkin.. 


DALLAS 


SECnoM a Enter Infaimatlon lof eath coraaratlon. LLC. LP. PA of (irancal Insiiimion. llanv. Inwliich Itils entity owns an Interest o) 10 roiceitfoi mnrt. 


Kameotowned [nbtioiar)'}corponiior, UC, LP, pa arinanciaJ inatHution 

£E|lt Qt ^crmi/tkifi 

TiKaasoS raa nur.bar, Ir any 

Percentapaor Dwnenbip 

Nprra of Owned (wbtidiBry) corpoTPlion, LLC, UP, PA or nrurolal leatilution 

Stale of formation 

Taut SDS Me num^, N any 

*■ ' "1 

PerOKitaQaorawrivahip j 

! 


The N^itloit on IMa fvin 1»nceJtf*d by Seclkm 171.MS cl the Tex Cede Iqt eeehcsOFiiaatldrt. LLC, LP, PA or AiWMlel matdulton that file* a iMea FiwiAlee Tu Report. Uaa iddilional 





The IfiFarmiftlon wIB he awiHable tar public In 


■heeta 


. dKiwa Hut ihe inlbrniflUop In inledocunent indefiy ■iledtimenlA le Into and nuect ic the baat ot mynnowiedge pud belief, aa of bii da» cerow, and ihai tcopyor i^ie repon nae 
been mtnad la eedi porwn fwnad In Ihli report wno It an oIIIdb', utracior, mamfaer, Qanaratparlnar or mtnegH and who ta not cuiaedy ernpioytd by inia or e related corpvei ion, 


LJLC. LP. pa Of fJtfru-Ul in ■ftilytu’ii 


Ath code end plhonfl nymbtr 


32i> 783-2720 


TREASURER 


























































































































TEXAS 

Health and Human 
Services 


Fwm2962 

Us^2€l&E 


Verification of Liability Insurance 


Use this fcfin la indicate whether your operation has liability insurance as required by Huirsn Resources Code §42 049 Applicants to operate a 
registered child care home, listed family homeH small employer^based child care operatiorr temporary ^shelter day care program or state' 
operated facilily do not lequire liability insurance 

DinKtionB, The permil holder completes this term in Its ertiiroly and serids it lo Child Care Ucensing as part of an application tor a license 


General Infonnation 

1 

Operation Name 

CHS Stanfoid House Shelter 

Operation Number 

Operation Address: 




Does your operation have liability irtsuranoe m the amount of $300,000 for each occumence of negligence covenng injury lo a child? 
@ Yes (il yes, attach a copy of the certificate of insurance) tf yes, renewal Cate 11-01-2019 

p. No> Thte operation does not have liability ot lnsuienca at required by Section 42,049 of ths Kumen Resource Coda for the 
^ foltowtng reason: 

Q Financial reasons; provide explanation; 

Q Coverage not avaiiabie from an undeiwriter; provide explanation. 

0 The limitations of the current policy have been eidiausted Date the policy wilt be available 


Notification of Lack of Insurance 


Parents have been* or will be, notified by (check all that apply). 
|~~| Lettef or pamphlet to parents (attach a copy] 
n Notice posted in a prominent place (attach a copy] 

|~~| A statement is on ihe enrollment form (attach a copy) 

[J Posted on Ihe operation's website 
r~| Other (spedfy); 


Certification and Signatiire 



received JUtU low 








ACORCf 


CERTIFICATE OF LIABILITY INSURANCE 


DATE (MM/DD/VYYYJ 

05/28/2019 


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER, THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW, THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURERIS), AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER, 


IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the polIcy(ies) must have ADDITIONAL INSURED provisions or be endorsed. 
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement A statement on 


NAME: 

PHONE FAX 

JAfC.ND.Exlh fA/C.Hoh 

E-MAIL - 

^PPREggi__ 

IHSURERtS) AFFORDING COVERAGE 

HAtC# 

INSURER A: Boazlev insurance Companv 


INSURER B: Starr Indemnity & Uabtlily Companv 

38318 

INSURER c: Commerce and Industry Insurance Company 


INSURER D: 


INSURER E: 


INSURER F; 



PRODUCER 
Marsh USA Inc 
Three James Center 
1051 East Cary Street, Suite 900 
Richmond, VA 23219 

Attn, HeallhcafBAccoufitsCSS@mafSh.com/Fax: 212-948-1307 
CN102581481.AII-fla/PL-18-19 


INSURED 

Comprehensive Health Services. Inc 
10701 Partoidge Blvd 
Reston, VA 20191 


COVERAGES 


CERTIFICATE NUMBER: 


ATL-004894741.07 


REVISION NUMBER: 


INSR 

LTR 


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 

[ADDLIi 


TYPE OF INSURANCE 


COMMERCIAL GENERAL LIABILITY 
CLAIMS-MAOE 0 OCCUR 


GEN^L AGGR EGATE UMIT APPUES PER: 

“ ~ Di 


POUCY 

OTHER: 


□ PRO¬ 
JECT 


LOC 


AUTOMOBILE LIABILITY 
ANY AUTO 


OWNED 
AUTOS ONLY 
HIRED 

AUTOS ONLY 


UMBRELLA LIAB 
EXCESS LIAB 


PEP 


SCHEPULED 
AUTOS 
NON-OWNEP 
AUTOS ONLY 


OCCUR 

CLAIMS-MAOEi 


I RETENTION $0 


WORKERS COMPENSATION 
AND EMPLOYERS' LtABIUTY 
ANYPROPRlETOR/PARTNER/EXECUnVE 
OFFICERMEMBEREXCLUDEP? 
(Mamtatofy In NH) 

If yes. describe under 
DESCRIPTION OF OPERATIONS below 


YfN 


INSD 


N/A 


^OSRI 

wvn 



POUCY EFF 
rMMmD/YYYYI 

POLICY EXP 
(MMmD/YYYYl 

UMITS 

11/01/2018 

11/01/2019 

EACH OCCURRENCE 

S 10,000,000 

damage TO RENTED 
PREMISES (Ea occurrence! 

S 300.000 

MED EXP (Any one person) 

s 

PERSONAL & ADV INJURY 

, 10,000,000 

GENERAL AGGREGATE 

$ 10,000,000 

PRODUCTS - COMPADP AGG 

$ 10,000,000 


s 

11/01/2018 

11/01/2019 

^COMBINED Sir^GLE UMIT 
(Ea accident) 

$ 2,000,000 

BODILY INJURY (Per person) 

$ 

BODILY INJURY (Per accident} 

$ 

PROPERTY DAMAGE 
jPer accident). 

s 


$ 

11/01/2018 

11/01/2019 

EACH OCCURRENCE 

$ 15,000,000 

AGGREGATE 

s 15,000,000 


s 


uBTains 

y PER OTM- 

^ STATUTE ER 


E L. EACH ACCIDENT 

S 1,000,000 

1 E.L DISEASE - EA EMPLOYEE 

$ 1,000,000 

■■ 

! E.L DISEASE - POUCY UMIT 

5 1,000,000 




_ 


RE Los Fresnos Shelter 32120 FM1847 Los Fresnos. TX 78566 


CERTIFICATE HOLDER 

CANCELLATION 

-RECEIVED jUti-Z6 

■fl 

Comprehensive Health Services, 'nc. 

10701 Parkrtdge Bivd #200 

Reston, VA 20191-4359 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 

THE EXPIRATION DATE THEREOF. NOTICE WILL BE DELIVERED IN 
ACCORDANCE WITH THE POLICY PROVISIONS. 


AUTHORIZED REPRESENTATIVE 
ofManhUSA Inc. 



I 

Timothy J. Brandt 




ACORD 25 (2016/03) 


<§) 1988-2016 ACORD CORPORATION. All rights reserved. 
The ACORD name and logo are registered marks of ACORD 




AGENCY CUSTOMER ID: CN102581481 
LOC #: Nashville 


ACORD* ADDITIONAL REMARKS SCHEDULE Page _2_of _2 


AGENCY 


NAMED INSURED 

MafshUSAInc. 


Comprehensive Health Services, Inc. 

10701 Parkridge Blvd 

POLICY NUMBER 

RestDn.VA 20191 

CARRIER 

NAIC CODE 




EFFECTIVE DATE; 











A^ORCf EVIDENCE OF PROPERTY INSURANCE 

THIS EVIDENCE OF PROPERTY INSURANCE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE 
ADDITIONAL INTEREST NAMED BELOW. THIS EVIDINCE DOES NOT AFFOUIATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE 
COVERAGE AFFORDED BY THE POUCIES BELOW. THIS EVIDENCE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE 
ISSUING INSURERIS}, AUTHORIZED REPRESENTATIVE OR PRODUCER, AND THE ADOmONAL INTEREST. 

AGENCtr fitW E .1 

Li hiie-Ai LUS.ito.lztk - 

Mnfi USA Inc. 

Tlim Jan«s CenlBr 

HKl East Cary Slwl, Suite SOD 

Wimonct^VA 

Altn^ HeUhuieAcauritsCSSgmnii.coairF 213 94^1307 

CN102501191-10^19 

COMPANtr 

Market Amarican Insurence Conpaiiiy 

FAX &MAIL 

JAttHfll:. APPRRSSi .. 

cooE: 1 sue cocier 

AOENCy 

CUSTOMER laM: 

INSURED 

Compieliensire Health Services. Inc. 
itmu ParinicIgaBlvd 

Raslon.VA 30191 

LOAN NUMBER ^OUCVMUMM^^ 

EFFECTIVE DATE PIPIIUTigN QAT^® 

._, CDNTIMUEOUNTIL 

11101^019 11A)1J2019 , TERhUNATED IF CHECKED 

TttlS REPLACeepRlOfl EVtbEHCe DATEDj 


PROPERTY INFORMATION 



THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED, 
NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OP ANY CONTRACTOR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
EVIDENCE OP PROPERTY INSURANCE M AY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS 
SUBJECT TO ALL THE TERMS, EXCLUSIONS AND OONOmONS OP SUCH POLICIES. UMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 


COVERAGE INFORMAinON 

PERILS INSURED 

□ 

BASIC 

1 BROAD 

m 

SPECIAL 

□ 


C OVIRAQE1 FERftS 1 FORMS 

AMOUm OF INSUhAMCE 

OeoUCTIBLE 

Risk d Greet Physical Lq$; or Damage 1p Penonat Pinpert)/ pn a Replapennnt Cost Basis. 



subied 10 Policy Term and Eiclusiorts 



Blanket All bocalnns 

IS,009,WO 

S.0D0 

EarViqMake 

1.000.000 

25.000 

Flood 

1.000000 

2 s,ma 

Other dedudiblas may apply par imlicy term and oonditviis 




REMARKS findudlnq Special Conditional 


CANCELLATION _ 

SHOULD ANY OF THE ABOVE DESCRIBED POUCIES BE CANCELLED BEFORE THE EXPIRATION DATE THEREOF. NOTICE WILL BE 
DELIVERED IN ACCORDANCE WITH THE POUCY PROVISIONS. 


ADOITIOMAL INTEREST _ ATL.00495QSaMt 

NAHEAHD ADDRESS 


C9iiipratien9iw« Services Inc 
ia?0l Bhid. IGOQ 

Rsslon.VA 2D49M35g 


AODmONAt INSURE 
MORTGAGEE 



LOAN# 


LENDER'S LOSS PAYABtE 


LOSS PAYEE 


RECE I VED Jl lL 2a 



AUTHORIZED REPRESENTATIVE 
Of Meitn USA Inc. 


ACORD 27 (20ie/0S) 


1 


Timotiiy J. Brandt 



ACORD CORPORATION. AH rIgbU roserved. 


The ACORD name and Idgo ere registered marks of ACORD 




I 


•Vi 


M 





ACORCf 


CERTIFtCATE OF LIABILITY INSURANCE 


DATECMMODfYYVY) 

0»2B/21ig 


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 
REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER. 


IMPORTANT: If the certificate holder Is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed. 
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement A statement on 


TBWACT 

NAME: 

PHONE FAX 

JAftLNo.Exll: (AC. No): 

E4ltAIL 

ADDRESS:_ 

INSURERIS) AFFORDING COVERAGE 

NAIC# 

INSURER A: Beazfov Insurance Company 


INSURER B: Starr Indemnilv & Uabilily Company 

3B3t8 

INSURER c : Commerce and Industry Insurance Comoarv 


INSURER D: 


INSURER E: 


INSURER F; 



PRODUCER 

Maisti USA Inc, 

Three James Center 

1051 £ast Cary Street, Suite 900 

Richmond, VA 23219 

Attn: Healthcare Aca3untsCSS@marsh,comyFax. 212*94S-1307 
CN1025ei481-AII*Ba/PL^18-19 


INSURED 

Comprehensive Health Services, Inc. 
10701 ParkridgoBlvd. 

RfiSlon.VA 20191 


COVERAGES 


CERTIFICATE NUMBER: 


ATL-004890e05^ 


REVISION NUMBER: 


THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED, NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN. THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS. 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 


msR 

LTR 


TYPEOFINSURANCe 


COMMERCIAL GENERAL UABILfTY 
CLAIMS-MAOE OCCUR 


GENT AGGREGATE UMIT APPUES PER; 

□ l 


POLICY 1 
OTHER: 


PRO- 
I JECT 


□ 


LOC 


AUTOMOBILE UA8ILITY 
ANY AUTO 


OWNED 
AUTOS ONLY 
HIRED 

AUTOS ONLY 


SCHEDULED 
AUTOS 
NON-OWNEO 
AUTOS ONLY 


UMBRELLA UAB 
EXCESS UAB 


PEP 


OCCUR 
CLAIMS*MADE 


RETENTION SO 


WORKERS COMPENSATION 
AND EMPLOYERS' LIABILITY y / N 

ANYPROPRIETOR/PARTNER®(ECUTIVE rTTn 
OFFICERAIEMBER EXCLUDED? N 

(Mifidatofy In NH) '-' 

If yes. describe under 

DESCRJPTIQN OF OPERATIONS below_ 


JSSQ 

IHSD 


N/A 



(AZ. TX, NC.NY) 

See 2nd Page for AddU WC Policies 


POLICY EFF 
rMWODfYYYYl 


11^1/2018 


11/01/2018 


11flli1/2O10 




POLICY EXP 
IMMmP/YYYYI 


11/01/2019 


11/01/2019 


11A)1/2019 


11/01/2019 


LIMITS 


EACH OCCURRENCE 

DAMAGE TO RENTED- 

PREMISES rEa occurrence) 


MED EXP (Any one person) 


PERSONAL a AOV INJURY 


GENERAL AGGREGATE 


PRODUCTS-COMPJOP AGG 


COMBINED SINGLE UMIT 
iE»_eccidentj _ 


BODILY INJURY <Per person) 


BODILY INJURY (Per acddent) 


PROPERTY DAMAGE 
{ Perp^ddenu_ 


EACH OCCURRENCE 


AGGREGATE 


V 1 PER 
^ ’ STATUTE 


OTH- 
ER_ 


E L. EACH ACCIDENT 


E.L DISEASE - EA EMPLOYEEl 


E.L DISEASE - POUCY UMIT 


10 , 000,000 


300,000 


10 , 000,000 


10 , 000,000 


10 , 000,000 


2 , 000,000 


15.000000 


15.000000 


1 , 000,000 


1 . 000.000 


1 , 000,000 


DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 1D1, Additional Renrafka Schedule, may be attached If more spece Is required) 
RE: 299 E Heywood. San Ben to, TX T6586 


CERTIFICATE HOLDER CANCELLATION ULUtlVCL; JUL - 

Comprehensive Health Services. Inc. 

10701 ParfoidgeBlvd. #200 

Reston VA 20191-4359 

1 

SHOULD ANY OF THE ABOVE DESCRIBED POLICfid^ 

THE EXPIRATION DATE THEREOF, NOTICE 'wllX BE DELIVERED 1 ^ 
ACCORDANCE WITH THE POLICY PROVISIONS. 

AUTHORIZED REPRESENTATIVE 
of Manh USA Inc. 

Timothy J. Biandt 


019 


ACORD 25(2016/03) 


® 1988-2016 ACORD CORPORATION. All rights reserved 
The ACORD name and logo are registered marks of ACORD 




ACORD 


AGENCY CUSTOMER ID: CN1025B14B1 
LOC #: Nashville 

ADDITIONAL REMARKS SCHEDULE 


Page 2 of 2 


AGENCY 


NAMED INSURED 

Mash USA Inc 


Comprehensive Heafth Services, Inc. 

10701 Parlmdge Blvd. 

POUCY NUMBER 

Reslon.VA 20191 

CARRIER 

NAIC CODE 




EFFECTIVE DATE: 


ADDITIONAL REMARKS _ 


THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM, 

FORM NUMBER: 25 FORM TiTLF; Certificate of Liability Insurance, 


Additional Wortere Compensation Polides 


Stair IndemnKy&L^tity Company 

(VA. AL AR AK. CA, CO. GA, MQ, MN, NV OR. SC, TN) 
* 11 ^1/2019 

Umils: Per Statute 

$1.000,000 - Employers UabDity Each Aoddent 
$1,000,000 - Employefs Liability Disease - Policy Umit 
$1.000,000 • Employers Uiiity Disease Each Employee 


Starr I ndemnity A UabiW y Company 
POlicy^^^^^K, ^L> 

Policy Dates; 11/01/2018 • IIjOI/ 2019 
Limits: Per Statute 

SI 000,000 - Employers UabBity Each Accident 
$1,000,000 • Employers Liability Disease • Polcy Umit 
$1000,000 * Employers Liability EJisease • Each Employee 


ACORD 101 (2008/01) 


© 2006 ACORD CORPORATION. All rights reserved. 
The ACORD name and logo are registered marks of ACORD 





EVIDENCE OF PROPERTY INSURANCE 


DATEtHM/DdnrWY) 

QS/2B/2019 


THIS EVIDENCE OF PROPERTY INSURANCE 15 tSSlIED A5 A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE 
ADDITIONAL INTEREST NAMED BELOW. THIS EVIDENCE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, E)CTEND OR ALTER THE 
COVERAGE AFFORDED BY THE POLICIES BELOW. THIS EVIDENCE OF INSURANCE DOES NOT CONSTmJTE A CONTRACT BETWEEN THE 
ISSUING INSURER(S), AUTHORIZED REPRESENTATIVE OR PRODUCER, AND THE ADDITIONAU INTEREST. 




AGENCY I PHONE 

Tm^eJatim Cantor 

1DS1 Carr SlTHl Sirila W 

RSchmand.VA 23219 

AUn: Heallhcaia.AccowtoCSSginaishjooriVFu: 212-946-1307 
CN10(2Sai4ftt-16-l9 


CDMPAHV 

MaffcAl American iKuranca CompanY 


COOE^ 


AGENCY 




SUBCODE: 


INSURED 

Comprehensive Haaitti Sarvlcas, he 
1(}701 Paifui^e Blvd. 

RostofiLVA 2Q191 


LOAN HUMDfll 


EFFECTIVE GATE 
11 / 01/2016 


EXPIPUTIGN CMtE 

11/01/2019 


POLICY HUMBER 


_ CONTIMIED UNTIL 

TERMINATE F COCKED 


THIS REPLACES PRIOR EViDSNCE DATED: 


PROPERTY INFORMATION 





THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD INDICATED. 
NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
EVIDENCE OF PROPERTY INSURANCE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS 
SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONDITIONS OF SUCH POLICIES, LIMITS SHOWN MAY HAVE BEEN REDUCED 0Y PAID CLAIMS. 


COVERAGE INFORMATION PERILS INSURED 






BROAD 


DEDUCTIBLE 



Otfief deductibifis marafiii^ as per pcSct tcims and ccmdiidna 


REMARKS (tncludlna Spacial Condltldna 



CANCELLATION 


SHOULD ANY OF THE ABOVE DESCRIBED POUCIES BE CANCELLED BEFORE THE EXPIRATION DATE THEREOF, NOTICE WILL BE 
DELIVERED IN ACCORDANCE WITH THE POUCY PROVISIONS. 


ADDITIONAL INTEREST 


ATL'00495De3441 


PMMEANPADGliESS j 

1_ 

AOOITKStML NSUREG i 

Bl 

LEMOGnS LOSS PAYABLE 

1 

1 

Ll^^luU Pi.-. 

1- 

MORTGAGEE | 

i 



LOSS PAYEE 


107D1PartvidQeetvd.i«20a 
RailCin,VA 201914359 



AUTHOAIZED REPflES EMTanvC 
DfilnhlJSA iMf^ 


ACORD 27 (2016/02} 


Timothy J. Brandt ~"7r~i 3^ %. r -- 


19B3<2016 ACORD CORPORATION. All riBbla ratervad. 
The ACORD name and logo are registered marks of ACORD 

RECEIVE" ‘ICLE 2 2019 



































A/CORCf 


CERTIFICATE OF LIABILITY INSURANCE 


DATE(MHaiD/mY) 

OSae/2019 


THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 
CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 
BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 
REPRESENTATIVE OR PRODUCER. AND THE CERTIFICATE HOLDER. 


IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(les) must have ADDITIONAL INSURED provisions or be endorsed. 
If SUBROGATION IS WAIVED, subject to the terms and conditions of the policy, certain policies may require an endorsement A statement on 
this certificate does not confer rights to the certificate holder in lieu of such endorsementfs). 


PRODUCER 
Marsh USA tnc. 
Three James Center 


IK 


1051 East Cary Street, Suite 900 
Richrimnd, VA 23219 

Attn: Healthcare AccounlsCSS@marsh.cofn/Fax. 212-948-1307 
CN1O2501481-Alt-Ba/PU8-19 


INSURED 

Comprehensive Health Services, Inc. 
10701 Parlvidgeeivd 
Reslon,VA 20191 




COVERAGES 


CERTIFICATE NUMBER; 


_ INSURERTS) AFFORDING COVERAGE 


INSURER A: Beazlev Insurance Com 


INSURER B: Starr Indemnity & Liability Com 


INSURER c: Commerce and Industry Insurance Compan 


INSURER 0: 


INSURER E 


INSURER F: 


ATL-004e94736^7 REVISION NUMBER: 



THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 
INDICATED. NOTWITHSTANDING ANY REQUIREMENT. TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
EXCLUSIONS AND CONDITIONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 


i 


TYPE OF INSURANCE 


COMMERCtAL GENERAL UABtUTY 
^ CLAlMS-rWADE m OCCUR 


GEN^ AGGREGATE UMrT APPUES PER 


SCHEOUI^D 
AUTOS 
NON-OWNED 
AUTOS ONLY 



OTHER 


AUTOMOBILE LIABILITY 
ANY AUTO 
OWNED 

_ AUTOS ONLY 

y HIRED 
_ AUTOS ONLY 


UMBRELLA LtAB 
EXCESS LIAB 


OCCUR 

CLAIMS-MAOE 


RETENTION SO 


WORKERS COMPENSATION 
AND EMPLOYERS* LIABILITY 
ANYPROPRtETOR/PARTNER/EXECUnVE 
OFFICER/MEMBEREXCLUDED? 
{Msndatofy In NH) 

If ves. desoibo under 

SCRIPTION OF OPERATIONS below 



LIMITS 


EACH OCCURRENCE 


Ea occurrence 


MED EXP (Any one person 




GENERAL AGGREGATE 


PRODtX:TS - COMP/OP AG6 


BODILY INJURY (Per person) 


BODILY INJURY (Per accident 


10,000,000 


300,000 




(A2. TX, NC,NY) 

See 2nd Page tbrAddtl WC Portdes 



SEASE-EA EMPLOYEE S 
E.L DISEASE • POLICY UMIT $ 



1000,000 



DESCRIPTION OF OPERATIONS t LOCATIONS / VEHICLES (ACORD101, Additional R«TMrfca Schedule, may be attached If more apace la required) 
RE Casa Norma Unda 3076B Highway 100 Los Fresnos, TX 76566 


CERTIFICATE HOLDER_CANCELLATION 


Comprehensive Health Services Inc 

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE 

10701 Parxndge Bivd #200 

THE EXPIRATION DATE THEREOF, NOTICE WILL BE DELIVERED IN 

Rested. VA 201914359 

ACCORDANCE WITH THE POLICY PROVISIONS, 


AUTHORIZED REPRESENTATIVE 


of Marsh USA Inc. 

-1_ 

Timolhy J. Brandt 


© 1988-2016 ACORD CORPORATION. All rights reserved. 
ACORD 25 (2016/03) The ACORD name and logo are registered marks of ACORD RECEIVED IUtt*2 ? 2019 





























































AGENCY CUSTOMER ID: CN102581481 _ 

LOC #: Nashville _ 

ACORif ADDITIONAL REMARKS SCHEDULE Page 2 q* 2 


AGENCY 


NAMED INSURED 

Marsh USA Inc, 


Comprehensive Health Services, Inc. 
10701 ParkridgeBlvd. 

ReslDn.VA 20191 

POLICY NUMBER 

CARRIER 

NAIC CODE 1 




EFFECTIVE DATE: 


ADDITIONAL REMARKS _ 

THIS ADDITIONAL REMARKS FORM IS A SCHEDULE TO ACORD FORM, 
FORM NUMBER: 25 FORM TITLE: Certificate of Liability Insurance 


Additional Woilters Coinpensation Polides 
Starr Indemnity & Uabilitv Company 

R)licy; AL AR, AK, CA, CO. GA, MD. MN, NV, OR, SC. JH) 

Poficy Dates: 11/01/2016-11/01/2019 
Limits; Per Statute 

$1,000,000 * Employers Uabi^ Each Accident 
$1.000,000 * Employers Uabi^ Disease - Policy Limit 
$1.000,000 • Employers UabiGty Disease • Each Employee 


Starr Indemnity & Liability Company 
Pclicr^^^HAK,a) 

Policy SSTmBie -11/01/2019 
Limtts; Per Statute 

$1000,000 - Employeis Liability Each Accident 
$1000,000 - Employers Liability Disease - Policy Umit 
SI 000,000- Employers Liability Disease - Each Employee 


ACORD 101 (2008/01) ® 2008 ACORD CORPORATION. All rights reserved. 

The ACORD name and logo are registered marks of ACORD 









EVIDENCE OF PROPERTY INSURANCE 


DAT£^HMfDD/rYYV} 

05/2B/21319 


THIS EVtDENQE OF PROPERTY INSURANCE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE 
ADDITIONAL INTEREST NAMED BELOW. THIS EVIDENCE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE 
COVERAGE AFFORDED BY THE POLICIES BELOW. THIS EVIDENCE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE 
ISSUING INSUR£R(S)^ AUTHORIZED REPRESENTATIVE OR PRODUCER, AND THE ADDITIONAL INTEREST. 


WltWT Bjg.TI,. _ COMPAHV 

Me/fth U SA Inc. MarhAl AitttricAn Insurancs' Conifian]^ 

ThrsB JemBS Cifillfir 

1061 Ea&1CaryS1r]nl.5uitfi9DD 

RicNnond,VA 

Alin; HaHhcan.AccounlsCSS^marsli.ctiin'Fnii; 212 -MS- 13 C 7 
CN10Z5B14ai-ie-19 

FAX T E4IIAIL 



£ 


ACfiNCr 




sue cone; 


IN$WE1D 

Conim}i«n$rv« Heslii S«rw«S. he. 
1070^ PmAfqt BhKi. 

Rflsmn.VA 20191 


LOAN«fUMB£Fl 


EFFECTIVE DATE 


PflLICTHUNtflEn 


EXPIRATIOHDATE 

11A}1/»19 


COMTIHUEO UHTIL 
TSWlMATEDIF CHECKED 


THIS REPLACES PRIOR EVIDENCE DAfED: 


PROPERTY INFORMATION 





THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY F^RIOP INDICATED. 
NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF A)MY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 
EVIDENCE OF PROPERTY lNSURAf4CE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS 
SUBJECT TO ALL THE TERMS, EXCLUSIONS AND CONOmONS OF SUCH POLICIES. LIMITS SHOWN MAY HAVE BEEN REDUCED BY PAID CLAIMS. 




COVERAGE INFORMATION 


PERILS INSURED 


BASIC 


SPECIAL 


C DVERAGE 1 PERILS J FORMS 

AMOUMTOP INSURANCE 

DEDUenBLE 

RlskQlDHKl Ptijfsical Loss or Oamagn lo Patsoflol Plopefly on a Reptaament Cost Basis, 

subbed to Policy Toms and Eiidjsions , 

filankol AM Laealioni 

ismm 

6000 

Exrthqu^ 

ymm 

25000 

Rood 

1,000000 

25000 

CMlitrdinduirtifcles may as par policy tarnis and conditions. 




REMARKS {Includln 


clat Condtttons' 



CANCELLATION 


SHOULD ANY OF THE ABOVE DESCRIBED POUCIES BE CANCEUED BEFORE THE EXPIRATION DATE THEREOF, NOTICE WILLIE 
DELIVERED IN ACCORDANCE WITH THE POLICY PROVISIONS. 


ADDITIONAL INTEREST ATL^gSDETMl 


NAME AND ADDRE 55 


CompiDliBnslvt Health Serviges, Inc. 
10701 Pohikfgp BMI. tfM 
RflSlon.VA 201914359 


ADOlTtOMAL ihSunEO 
MORTGAGEE 




AUTHOROED REPRESENTATIVE 
DfMmh usAinc. 


LENDER'S LOSS PATASlE 


LOSS PAVES 


ACORD 27 (2416/02) 


Timothy J. Brandt i ^ 


© 1993‘2D16 ACORD CORPORATION. All rBserimd. 


Th« ACORD nam9 and logo ara registarad marks of ACORD 


RECEIVED !! 









































TEXAS 

Hulthirrf Human 
ScnkH 


Forin 3011 

Residential Child Care License Fee Schedule 


Slate Law requires the Texas Healih and Human Services Commission (HHSC) to collect fees for issuing licensee, registrations and listings 
and lor conducting background chedcs. HHSC deposits Hie checks it receives in the stale'^ general revenue fund. 

Directions: Please send only one check or money order for the entire amount (including background check fees). Do NOT send cash. 

Make check or money order payable to: Texas Health and Human Services Commission 
Mall this completed form and your check or money order to: 

Texas Health and Human Services Commisdon Accounts Receivable 

P.O. Box 149055 
Austin, TX 76714^9055 

Keep a copy of your canceled check or money order for your records. No receipt will be sent 

This form and your payment will be returned to you If: tho form Is blank or incomplete, you do not send the correct fee amount, or you send 
cash. 

Fee Definitions: 40 Texas Administrative Code §745.509 establishes the following fee schedule: 

Application Fee: A non refundable fee of $35 for an Initial application for a license to operate a child care operation orchild^placing agency. 
The fee is paid when the application is submitted. 

Initial License Fee: A $35 fee for a child care operation (other than a childplacing agency)^ A $50 fee for e childpladng agency. This Ido is 
paid when the appHcation Is submitted. 

Initial Renewal: A $35 fee Ibr a child care operation. A $50 fee for a chlld'placing agency. The fee Is paid when the initial license is renewed. 

Full License Fee and Annual fee: A $35 fee for a child care operation plus $1 for each child the operation is licensed to serve (other than a 
Child-placing agency); a $100 fee for a child-placing agency. This fee is paid before the full license is issued and at the anniversary date of 
Issuance. 

Background Cheek Fee: A $2 fee per person, paid each Itme a Criminal History and Central Registry background check is requested. 

The raw requires that if an operatjon fails to pay the annual license fee when due, the license will be suspended until the fee is paid. This 
means children must not be In care at the operation until the suspension is lifted. If you do not pay the fee within six months of your license 
being automatically suspended, your license will be automatically revoked. 


Operation Infcunmation 


Q Please check if this is a change of address. 

Operation Name: 

CHSI Stanford House Shelter 

Operation Number (on your pemiit): 

Telephone No. with Area Coda- 

1 Operation Address [Street. Crtv. State and ZIP Code): 


County: 

Cameron 




Email Address: 

mag uil ar02 @chs med ical .com 



RECEIVED JUfc-12 M 


Fees 


Service Code 

Operation Type (check one) 

Fee Type (check all that apply) 

Amount 

529200992 

(§) General Residential Operation 

O Child-Placing Agency 

0 Independent Foster Home 

[7] Application 

Inilial 

|~~) Initial Renewal 

[71 Non-expiring License Fee 

Q Annual Fee 

See amounts under the Fee Definitions above. 

S105.00 

529200992 

Q Amendment - increased capacity only; SI for each additional child: x $1 


529200992 

Capacity - Number of children for which you are licensed: 64 x Si 

(Only paid with non-expiring license fee or annual renewal) i 

$64.09 

529200988 

Background Check Fee 

Number of Persons being checked: 2 x $2 

$4.(X) 

Total Amount of Fees Paid: 

$173.00 



























[CHS] 

V<±^/ 


Comprehensive Health Services, LLC 
8600 Astronaut Blvd* 

Cape Canaveral, FL 32920 
321-783-2720 


PAY 

To The 
Order Of 


One Hundred Seventy Three And 00/100 Dollars 

TEXAS HEALTH AND HUMAN SERVICES COMMISS 

ACCOUNTS RECEIVABLE 

PO BOX 149055 

AUSTIN, TX 78714-9055 

UNITED STATES OF AMERICA 


Memo: 


Suntruat Banit 
SUNTRUST BANK 
65-270/550 


000562197 


DATE 


CONTROL NO. 


AMOUNT 


07/09/2019 


000562197 


$173.00 


*VOID AFTER 90 DAYS**** 



||■00□B& B i:0 5 500 0 70 71: BO 0 13 I BU6ii« 


Comprehensive Health Services, LLC 


562197 


Voucher No, 

Vendor ID 

Invoice Number 

Invoice Date 

Discount Taken 

Net Amount Paid 

2730664 

G109783 

LICENSEFEE2019 

07/09/2019 

$.00 

$173.00 

Subtotals 

Totals 




$.00 

$.00 

$173.00 

$173.00 


Check Notes 


2730664 Application Fee: $30 (Sanford House) 


Initial License Fee: $35 
Non-Expiring License Fe 




received JU4.2 2 21119 















